In his foreword to the book Dr Gabbard writes, "This book ... is designed to restore countertransference's much deserved role as a highly valued conceptual framework for understanding the psychiatrist's contribution to the diagnosis and treatment of the patient." In the first chapter Gabbard gives an overview ofthe theory and technique of countertransference. Concluding this chapter Gabbard states, "Countertransference has moved to the very heart of psychoanalytic and psychotherapeutic theory and technique. It has evolved from a narrow conceptualization of the therapist's transference to the patient to a complex and jointly created phenomenon that is pervasive in the treatment process .... Therapists must recognize that they will be drawn into various roles in the course of the therapy and that maintaining an artificial aloofness is neither desirable nor helpful." In Chapter 2, Dr John T Maltsberger discusses countertransference in the treatment of the suicidal borderline patient. In the next chapter, Dr Marcia Kraft Goin reports on countertransference in general psychiatry. Then, John R Lyon details countertransference in the treatment of the antisocial patient, and, in Chapter 5, Dr Francis T Varghese and Dr Brian Kelly address count- Can. ertransference and assisted suicide. In the afterword Gabbard states, "A common theme in the contributions in this book is the notion that we can never by entirely certain how our unconscious reactions to the patient are affecting clinical judgement. This fact ofclinical practice suggests that we should be open to consultations with our colleagues whenever we are encountering difficulty with a patient. Many practitioners feel a sense of obligation to solve all clinical problems themselves. The phenomenon of countertransference reminds us that we all need to preserve a sense ofhumility and recognize that we need to rely on each other when we encounter complex clinical dilemmas .... We all have our countertransference blind spots. A colleague who is removed from the therapeutic fray is often in a much better position to detect those areas of difficulty than we are." Dr Gabbard and his colleagues have provided us with a succinct summary of the issue of countertransference in psychiatric treatment. This volume will stimulate and inform psychiatrists, as well as other psychotherapists, of the great importance of countertransference in psychotherapy. Both those who are new to psychotherapeutic work and those who have had many years of such experience will derive considerable benefit from reading this book. This text represents an experienced psychoanalyst's observations regarding that which he considers important in his work. Richard Brockman emphasizes the centrality ofaffect and the importance ofcollecting data and forming hypotheses. He attempts to integrate psychodynamic and neurobiological concepts in a clinically relevant manner. The book is divided into 3 parts. "Background" consists of 2 short chapters that focus on the importance of affect and its connection with attachment: "Affect is not just an internal assessment, it is simultaneously a communication." Brockman makes explicit many aspects of initial assessment that are often taken for granted or overlooked. The second part of the book, "Data and Hypotheses," consists of chapters on "First Data" (including information available to the clinician before he or she meets the patient), "First Meeting," "Mental Status Exam,"
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The Canadian]ournal of Psychiatry Vo145, No2 "Transference and Safety," "Resistance," and "Defense Mechanisms." These short, terse chapters are easy to read and contain valuable, practical points. Brockman emphasizes the importance of one's first impressions of a patient, which he believes must be "held in one's mind until they can be understood. They are never without meaning." He adds that the waiting-room encounter and first words, while they are less influenced by regressive transference than are subsequent meetings, offer a unique glimpse ofthe patient that should be compared carefully with subsequent impressions as well as with those already generated by the referral data. Brockman suggests a different and more dynamic role for the mental status exam-as a starting point in identifying dominant patterns of attachment behaviour, affect, object relations, and transference-demonstrating how themes emerge in the way the patient tells the story as well as in the story itself. He frequently refers to the importance of helping the patient find a way to feel safe during assessment and therapy.
Brockman observes that the mental status examination sets up certain problems, certain ways the patient has oflistening and not listening, providing the clinician with the unvoiced "chief complaint"-the ailment the patient isn't consciously aware ofbut lives with from day to day, the problem that is so familiar it is practically unrecognized. He believes that it is crucial to hypothesize about the nature of a patient's version of safety and fear. He concludes that in the context of attachment, the study oftransference is the study of one ofthe most primal, psychobiological behaviours-that transference is not a re-creation ofpast frustrations but a "vector force that is influenced by the past, by the present, by psychobiology, by affect, by expectation, by resistance, by anticipation, by trauma, by stress, all of which emerges in the form of a relationship created by the patient with a therapist." At another point Brockman suggests that transference is a distortion of attachment behaviour between the therapist and patient.
The essence of resistance, according to Brockman, is that it refuses new information. He focuses on affect throughout, in a useful manner. For example, "The identification ofthe data of resistance begins with the identification of the affects that recur no matter what contradictions must be ignored, and with the identification ofwhat affects are being excluded." Brockman makes explicit his "thinking out loud" about basic psychodynamic concepts in a readable and profound way, offering more than do many basic psychotherapeutic texts. He is clear in indicating that one "proceeds from assessing the interpersonal, to identifying the distortions, clarifying how the patient views himself and yourself in that distorted interaction, and the affect that exists in that distortion." He adds that "the therapist must make separate assessments, one ofthe patient's intrapsychic world and one ofthe interpersonal reality. The discrepancy between the two is largely determined by affect ... one defines the defense mechanisms that must have been operative to sustain the distortion. Defense mechanisms are the prisms through which perception and affect pass."
Brockman describes the thinking process by which primitive affects are defended against to maintain a separation between intrapsychic and interpersonal reality at the expense of awareness ofthe patient's humanity and that ofothers. He offers a useful description of a primitive patient that illustrates splitting, projective identification, denial, and alternating activation ofpart object relations. He describes the "infectious" nature ofdefense mechanisms-that one can observe in one. selfthe same defenses that the patient employs; that is, if you observe a defense in yourselfit may confirm what you areobserving in the patient.
Effective vignettes illustrate important aspects of psychotherapy in a personal manner. Brockman emphasizes whathe calls a neurobiological aspect of psychotherapy, connecting primitive affect with subcortical dominance of conditioned responses by increasing the patient's feeling ofsafety through supportive measures, rather than through interpretation and confrontation-which he feels patients functioning at this level cannot use. He describes 2 patterns ofexperience, which lead to 2 patterns in the unconscious because, stored in separate areas of the brain. With repression, ideas may be unconscious because when the information was presented to the neocortex, it found the ideas incompatible and initiated a defense in response to anticipated anxiety. Alternatively, an idea may be unconscious on the basis ofa reflex that operates through the subneocortical areas of the brain and, therefore, without full cognitive assessment and at a level where affect is its own motive. Here, perception and encoding of the experience occur along lower-order pathways reinforced by projections to the neocortex. Brockman interprets the repetition compulsion to involve a lack of awareness that a choice is available because ofhow affects are remembered andstored.
The supportive techniques that Brockman recommends to help a patient shift from "amygdala thinking" to "neocortical thinking"-that is, from thinking predominated by primitive affect to more secondary process thinking-are, I believe, performed by experienced clinicians as a matter ofcourse on the basis ofunderstanding, kindness, and practicality. It isinteresting to read ofa possible neurophysiologicaljustification for this approach. Curiously for a psychoanalyst, Brockman repeatedly refers to biological sources of illnesses such as dysthymic disorder, which likely are multifactorial in origin. Brockman's ideas are stimulating; he attempts to integratethe psychological and biological aspects of understanding patients which are frequently polarized as ifthey were competing theories. He applies his understanding of attachment to basic psychoanalytic concepts in a useful way. The neuroanatomical drawings do little to enhance the message ofthe text. This text is dense with ideas and may warrant rereading. There is some confusion (alternation between patients) that might have been avoided. Brockman relies heavily on the neurobiological work of JE LeDoux.
This book adequately fulfills the purpose for which it was written, and the author appears to be an expert on the subject, which is of topical interest to all mental health professionals practising interpretive psychotherapy. The book, at 288 pages, is reasonably brief and clearly written. The volume is generally free from production errors and is enhanced by interesting prints on the cover and frontispiece. The price (US$3 7.95) may be high given the plethora of good professional reading material one may buy, but this book is well worth taking out of a library for its interesting ideas and the personal approach to psychotherapy that it describes.
Betrayed as Boys: Psychodynamic Treatment of Sexually Abused Men. Richard B Gartner. New York: Guilford Press; 1999.356 p. Can$63.99.
Review by
Peter Moore, MD, DipPsych, FRCPC Toronto, Ontario In Gartner's introduction to this thoughtful book-a book distinguished, among the growing literature on the topic, for erudition graced by engaging readability-he tells ofthat moment of insight, increasingly familiar to therapists who work with sexually abused men, when a patient's story was first encoded by him as a story ofsexual abuse. Like many ofus, he was frequently not alert to this even being a possibility and was the product of training in which "such stories should be treated cautiously because ofthe likelihood that they emerged from patients' fantasy lives and wish fulfillments." Over the past decade, listening to men in a new way opened more sensitive, more perceptive, ways ofinquiring. Often these inquiries led to accounts of appalling harm, transformed in adult years into episodes of depression, substance abuse, night terrors, relentless sex fantasies, and hapless relationships-in short, symptoms of posttraumatic stress disorder but, as Gartner demonstrates with abundant clinical illustrations and therapeutic interventions in every chapter, with a male particularity.
A bare-bones definition of sexual abuse is 1) "sexual acts ... developmentally inappropriate for at least one of the participants; 2) [where] the balance ofpower ... is unequal; and 3) the two individuals have an established emotional connection" (l). In the first chapter, Gartner's emphasis is on the interpersonal experience, in which a trust-a covenant-is betrayed and the child is damaged "by having the natural developmental unfolding ofhis sexuality violated and hurried into awareness ... his very childhood . . . violated." He defines sexual abuse under 3 headings: contact abuse, among which anal penetration, unnecessary enemas, and having the child perform fellatio on the victimizer are listed; noncontact sexual abuse, including being sexual in front of a child, encouraging a child to be sexual with others, and using photography or ways of dressing a child for sexual purposes;
and covert sexual abuse, perhaps more accurately called a "transgression," when the boundary between loving care and emotional hunger is crossed, often in the form of"emotional incest," and the child is the object of subtly sexual parental behavior.
Estimates of the prevalence of boyhood sexual abuse vary widely. Since the early 1980s, scholarly writing has burgeoned (Gartner's references occupy 21 pages). For inappropriate sexual contact of males aged 16 years and under, the prevalence is possibly 1 in 6. Still, most sex crimes are not reported. Despite increasing media reports of sexual abuses, underreporting by males is, in part, caused by myths that males like sex no matter how it comes to them and that ifthey don't, they can fight it off. Chapter 2 enlarges on this issue, looking at victimization disguised as a sexual rite ofpassage, an "initiation," either with an older woman or man, encoded as normal even if the boy found it deeply troubling.
Chapter 3 explores cultural ideals for manliness and the unhealthy expectation that men must conform to a role in which unwavering toughness is prized. "Same-Sex Abuse," Chapter 4, expands this theme-the "feminizing" effect ofbeing molested by a man, whether the boy is predominantly heterosexual or homosexual, causing the boy's sense ofhis male selfto be undermined. Especially detrimental is the fallacy ofthinking that the boy's attraction to males was the cause of his abuse.
Ofthe sexually abused men in a study cited in Chapter 5-in which the familial context of abuse is examined-45% reported a family member as their abuser. Where families operate by secrecy and denial, the abused boy is not only unsupported but sometimes blamed-a betrayal compounded ifthe abuser is the caretaking parent, for this leads to "complex internalizations ofthe parent and subsequent [distrustful] expectations from other authorities. Nurturers will be viewed with suspicion, while exploiters will be expected to be giving." Pursuing this subject in Chapter 6, "The Effect of Chronic Boundary Violations," Gartner looks at the task of helping men whose abuses have left them with boundaries either indiscriminately welcoming or rigidly protective. One example-were one to need persuading of crimes against children-is a man whose barriers to trust were reinforced by memories of "his father raping him orally, often banging his head against walls during the rape [and] his mother sometimes there afterward, wiping his mouth ... clean, but never saying anything."
Linguistic encoding oftrauma-finding words to say the unsayable-is the subject of Chapter 7, "Dissociation and Multiple SelfStates." The therapeutic task is gradually to help the patient contain overwhelming feelings with various benign self-soothing techniques. Telling the tale of damage over and over is necessary to symbolize the trauma verbally, otherwise, "unverbalized, unsymbolized ... dissociated experience emerges exactly as it was in its original traumatizing context," and there can be no healing.
